Treatment of the Elderly in General Psychiatric Practice
The dramatic rise in the numbers of elderly in our society has spurred awareness of the inadequacy of the health care system for this population. Few psychiatrists are specially trained to deal with this age group or seem to be interested in establishing careers in this area. The need for specialization is now being recognized and will no doubt lead to the establishment of training opportunities such as the program in Geriatric Psychiatry at the University of Toronto, which began this year. Moreover, Cole et al. (1) recently called for the establishment of a psychogeriatric sub-specialty to parallel the developments in geriatric medicine.. However, prevalence studies showing moderate-to-severe psychiatric morbidity in 25% to 45% of the geriatric population (1-3) preclude the possibility of specialists ever being able to handle the whole load. A two-pronged approach is necessary. The first is to train specialized therapists, researchers and teachers in the field, while the second is to incorporate psychiatric treatment of the elderly into the mainstream of psychiatry.
Studies suggest that the general psychiatrist does not willingly see older patients and treats them with a different attitude when he does (4-7). The psychiatrist must begin to better understand the factors leading to this rejection of and bias against the aged and develop ways of countering the subsequent inadequacy of psychiatric care.
Our benign neglect of the elderly is multi-determined but two factors stand out. The first is the erroneous pessimism which exists amongst professionals about the possibility of successfully treating the elderly. Overall, the group is seen as having severe problems which are an inevitable accompaniment of the aging process. The second factor is the rejection by the psychiatrist of the active participatory role often necessary in helping the patient cope with the frequent stress and crisis situations which arise in this population. Compounding therapists' attitudes is the apparent attitude of the geriatric patient who helps to heighten the problem by accepting the traditional view of old age as a time of helpless decline. The end result is that psychiatric services are underutilized by the geriatric group (5) because they are rejected, fail to seek out care or find that services are not accessible. Those patients who do filter down to the psychiatrist are usually the most sick or -most impaired. This sets up a self-perpetuating cycle whereby the psychiatrist experiences the feelings of pessimism, frustration and thera-peutic nihilism, associated with encountering the most severely ill of a population. To try to cope with these problems of chronicity and dependency, the therapist is often led to overutilization of medical, organic or social models of treatment, little value in such a situation being attributed to defining underlying character structure and subsequent strengths and weaknesses of the individual. Subtly, the aged as a population, take on for the professional a homogenous quality producing a stereotypic image of old age as a time of illness, loss, decline, mental and physical infirmity, all generally considered to be untreatable and irreversible.
The psychiatrist, often working alone and frequently confronted by the realistic burdens of desperate families and patients in severe decompensation cannot but experience negative reactions to accepting such patients into his practice. Moreover, he will not come to understand that there is a wide spectrum of problems of aging which are less intense and which he never sees, these patients most often remaining unreferred or not seeking out treatment. The roots of professional "ageism" therefore, while beginning in society's prejudicial feelings about the old, are fed by the therapist's skewed professional training and experience, usually uncorrected once he is in practice.
Ford and Sbordone (6) have shown that treatment is too often dictated by age, not diagnosis and formulation. Psychotherapy is particularly infrequently utilized, perhaps in part because there is an absence of clear conceptual models to understand the tasks of aging. While many of the developmental crises of old age may be best understood as intrapsychic phenomena -grief and object loss, separation and dependency anxieties, narcissistic traumata, loss of defensive capacities and coping with death -there is a paradoxical dirth of psychodynamic models available.
In the face of such bias and often without adequate tools, the psychiatrist must contend with complex therapeutic and countertransference problems such as guilt at his own relative youth, fear of his own aging, and avoidance of the dependency revulsion at the perceived loneliness and deterioration often associated with old age. Moreover, he suspects that if he accepts the geriatric patient into therapy, he will usually have to deal with recurrent problems, a therapy which often may not lead to a natural mutual tertnination with a sense of completion and success but perhaps to an ongoing contract terminated by external events -physical infirmity or death. These feelings and realities threaten the establishment of the intensive therapeutic relationship which is irreplaceable as an instrument of treatment.
What then can we offer the psychiatrist to help cope with these difficulties and misconceptions? Foremost is a redefinition of the concept of aging -discarding the notion of inevitable decline and replacing it with a developmental model stressing processes of adaptation to a new life situation.
Some of our questions about old age then become -what are the adaptive tasks of aging? What are the growth experiences inherent in this period of life? What are the specific assaults leading to regressive behaviour? What constitutes regression as opposed to realistic realignment of energy and defenses in view of new life tasks? And most importantly, how do we understand the particular patient? By developing conceptual models to understand these processes and the answers to some of these questions, we will evolve new therapeutic approaches to the patient adapting models of development, object relations, narcissism, loss and grief to the age group.
Dr. Wasylenki in an excellent paper in this issue (p. 11), reinforces the dangers of an over-reliance on medication and social intervention in treatment of the elderly. His examples show the power of dynamic formulation in helping the patient feel better understood, reducing anxiety and internal conflict and very importantly, promoting the formation of a working alliance. The patient, rather than being a passive recipient of medication, becomes an active partner in understanding and fighting maladaptive and regressive tendencies.
While advocating a more ambitious approach to treatment to the general psychiatrist, I am aware that such ambition is not always rewarded. Was Freud correct in saying that the elderly patient is not educable (9)? Do goals have to be modified and restricted with the elderly? Perhaps conflict resolution cannot be as complete and effective as in the younger patient. Such ideas so prevalent amongst therapists, are based on personal belief uncorrected by evidence and experience. The scarcity of detailed case studies in the literature in the field has to this point made clear answers unobtainable. As a profession, however, we have a responsibility to educate ourselves to the inner life experience and psychological mechanisms of the elderly and give them the same intensive therapeutic chance which we reserve so often for those who are younger. Only when we have tried and studied these questions in depth can we decide how to answer -out of experience, not bias.
The competent therapist must be comfortable with a flexible range of therapies, incorporating psychodynamic principles with effective biological and social interventions. Every psychiatrist, I believe, should have some specific experience in his training with this age group, both to increase his competence and to help establish a realistic sense of hopefulness in dealing with this population. Greben (10) has pointed out that most failures in therapy occur because the therapist has given up, not because the patient is unable to change. With the elderly, psychiatry has tended to give up before it starts. The basic tools whereby any therapist can begin to help any patient young or old -the need for hope, realistic strength, limit setting, honesty, empathy, knowledge and perseverance -are nowhere more necessary than in the treatment of this age group. To target these principles of treatment more specifically to the elderly, we need specialists. However, the magnitude of the problems makes it necessary that the general therapist begins to adapt his own therapeutic approaches, models and techniques to the elderly as well. Only by accepting patients for therapy and taking a vigorous therapeutic approach will we come to know the full resources of the elderly and the potential for growth in this last developmental frontier of life.
